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Introduction
Preparations for the fifth edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-5) are
ongoing. Publication is planned in May 2013 and as part of
the developmental process the preliminary draft revisions
are now available for public review on the internet (http://
www.dsm5.org).
No revisions are being suggested for the main criteria of
Conduct Disorder. However, an additional specifier for
callous and unemotional (CU) traits in Conduct Disorder
has been proposed. Both Conduct Disorder and the men-
tioned specifier are also on the list of proposed disorders to
be studied in DSM-5 Fields Trials.
On the DSM-5 site, the historical perspective, research
basis, development and initial tests of criteria in secondary
data analyses, and potential concerns about the proposed
callous-unemotional specifier have been described by Frick
and Moffitt [1]. Moreover, outside reviewers comments
and suggestions for improvements are also published on the
internet site. This paper will briefly summarize the back-
ground information described by Frick and Moffit and
provides the comments on the proposed specifier in addi-
tion to those already made by outside reviewers.
Proposed disorder and specifier
Conduct Disorder
A. A repetitive and persistent pattern of behavior in
which the basic rights of others or major age-appro-
priate societal norms or rules are violated, as mani-
fested by the presence of three (or more) of the
following criteria in the past 12 months, with at least
one criterion present in the past 6 months:
Aggression to people and animals
1. often bullies, threatens, or intimidates others.
2. often initiates physical fights.
3. has used a weapon that can cause serious physical
harm to others (e.g., a bat, brick, broken bottle,
knife, gun).
4. has been physically cruel to people.
5. has been physically cruel to animals.
6. has stolen while confronting a victim (e.g.,
mugging, purse snatching, extortion, armed
robbery).
7. has forced someone into sexual activity.
Destruction of property
8. as deliberately engaged in fire setting with the
intention of causing serious damage.
9. has deliberately destroyed others’ property (other
than by fire setting).
Deceitfulness or theft
10. has broken into someone else’s house, building, or
car.
11. often lies to obtain goods or favors or to avoid
obligations (i.e., ‘‘cons’’ others).
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12. has stolen items of nontrivial value without
confronting a victim (e.g., shoplifting, but without
breaking and entering; forgery).
Serious violations of rules
13. often stays out at night despite parental prohibi-
tions, beginning before age 13 years.
14. has run away from home overnight at least twice
while living in parental or parental surrogate home
(or once without returning for a lengthy period).
15. is often truant from school, beginning before age
13 years.
B. The disturbance in behavior causes clinically signif-
icant impairment in social, academic, or occupational
functioning.
C. If the individual is age 18 years or older, criteria are
not met for Antisocial Personality Disorder.
Code type based on age at onset
312.81 Conduct Disorder, childhood-onset type: onset of
at least one criterion characteristic of Conduct Disorder
prior to age 10 years.
312.82 Conduct Disorder, adolescent-onset type:
absence of any criteria characteristic of Conduct Disor-
der prior to age 10 years.
312.89 Conduct Disorder, unspecified onset: age at onset
is not known.
Specify severity
Mild few if any conduct problems in excess of those
required to make the diagnosis and conduct problems cause
only minor harm to others (e.g., lying, truancy, staying out
after dark without permission).
Moderate number of conduct problems and effect on
others intermediate between ‘‘mild’’ and ‘‘severe’’ (e.g.,
stealing without confronting a victim, vandalism).
Severe many conduct problems in excess of those
required to make the diagnosis or conduct problems cause
considerable harm to others (e.g., forced sex, physical
cruelty, use of a weapon, stealing while confronting a
victim, breaking and entering).
Specify with or without callous and unemotional traits
The following characteristics (2 or more) are shown per-
sistently over at least 12 months and in more than one
relationship or setting. The clinician should consider
multiple sources of information to determine the presence
of these traits, such as whether the person self-reports them
as being characteristic of him or herself and if they are
reported by others (e.g., parents, other family members,
teachers, peers) who have known the person for significant
periods of time.
• Lack of remorse or guilt does not feel bad or guilty
when he/she does something wrong (except if express-
ing remorse when caught and/or facing punishment).
• Callous-lack of empathy disregards and is unconcerned
about the feelings of others.
• Unconcerned about performance does not show con-
cern about poor/problematic performance at school,
work, or in other important activities.
• Shallow or deficient affect does not express feelings or
show emotions to others, except in ways that seem
shallow or superficial (e.g., emotions are not consistent
with actions; can turn emotions ‘‘on’’ or ‘‘off’’ quickly)
or when they are used for gain (e.g., to manipulate or
intimidate others).
Background information
Youth diagnosed under the current DSM-IV-TR criteria of
Conduct Disorder reflect a very heterogeneous group
considering severity, course but most importantly pre-
sumed etiology [2, 3]. This makes it difficult to focus on
dysfunctional (brain) systems causing conduct behavior
and investigate the effectiveness of treatment.
In adults, the importance of psychopathic traits for
designating a subgroup of antisocial individuals has been
long evident in clinical research [4, 5]. These traits reflect
an affective and interpersonal style of the individual (e.g.,
lack of empathy, lack of guilt, shallow emotions, egocen-
tricity, callous use of others for own gain) and seem to be
associated with a more severe, violent and chronic pattern
of antisocial behavior [6] as well as different affective,
cognitive and neurological characteristics [7]. As a con-
sequence, the addition of a psychopathic type to the
Antisocial Personality Disorder in the DSM-5 is recom-
mended and has been proposed by the DSM-5 workgroup.
In youth, the same traits have been used to designate a
subgroup, i.e., difficult or impossible to treat and has more
severe symptoms of aggression. In DSM-III, these traits
were hinted at in the Conduct Disorder diagnosis as ‘‘the
undersocialized type’’. However, this subtype was not
continued into the following editions of the DSM since the
term undersocialized did not clearly describe the correct
features of psychopathic traits and focused too much on
social attachment which is not proven to be a reliable
indicator for the intended subcategory of Conduct
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Disorder. The only well-validated distinction that remains
in DSM-IV-TR is that between childhood-onset (onset
before age 10) and adolescent-onset (absence of symptoms
before age 10).
Ongoing research has continued to focus on callous and
unemotional traits and has now provided extensive data
supporting a specifier including these traits to be added to
the Conduct Disorder diagnosis (see for reviews 8, 9). In
summary, CU traits can be assessed reliably and have been
demonstrated to consistently designate a subgroup within
antisocial youth with a more severe and pervasive pattern
of conduct problems and poorer treatment outcomes. This
makes the specifier of clinical relevance. In addition, CU
traits are relatively stable from childhood to early adoles-
cence and early adulthood [10, 11] even when one controls
for childhood conduct problems and other risk factors for
antisocial behavior [12]. Finally, youth with conduct
problems in combination with CU traits seems to have
deficits in processing signs of fear and distress in others,
they seem to be less sensitive to punishment and show
more fearless or thrill seeking behavior. From a biological
perspective, amygdala hyporeactivity has been found in
response to fearful faces in antisocial youth with CU traits
[13, 14] as possible underlying dysfunctional mechanism to
account for these findings. Particularly important is the
genetic influence that was found to be strong in conduct
problems in combination with CU traits (heritability of
0.81) with little influence of shared environment [15, 16].
In contrast, in antisocial youth without CU traits genetic
influence is modest (heritability of 0.30) and environmental
influence is substantial. These findings remained after
controlling for impulsivity–hyperactivity scores or severity
of conduct problems.
Comments
Discussing possible concerns about the proposed specifier
Frick and Moffit [1] considered the potential harmful
labeling effects of the CU subgroup. However, the term
Conduct Disorder in itself seems to have similar associa-
tions and the impact will largely depend on the way cli-
nicians use the term CU traits. Another concern of Frick,
Moffit, and previous commentators is whether traits can be
assessed reliably by a clinician. This is, of course, relevant
to all symptoms in the DSM classification system and
needs to be tested in the field trials. One not mentioned
tricky problem in the assessment of CU traits could be the
fact that the most of these traits reflect interpersonal
thoughts and feelings of guilt, remorse or empathy. These
traits are, therefore, more difficult to observe by outsiders
in contrast with most of the externalizing behavior that is
scored to meet the criteria of Conduct Disorder. One
potential conclusion is that only self-report assessments are
reliable in measuring CU traits. However, in the literature
different sources have been used to score CU traits (par-
ents, teachers, clinicians and self-report ratings) all of
which seem to be reliable. This suggests that clinicians
should be capable of accurately scoring CU traits. Another
problem in our opinion in the assessment of the CU criteria
could be the lack of specificity and subjectivity of the third
and forth criteria. For example, being unconcerned about
(school) performance and shallow or deficient affect could
also be related to depressed mood or overburdening. Poor
performance in itself is also difficult to measure particu-
larly if performances are good enough to pass exams but
below expected level of performance of the individual
person.
Some of the external reviewers expressed concern about
the appropriateness of making the specifier contingent on
Conduct Disorder, rather than maintaining some indepen-
dence between callous–unemotional traits and antisocial
behavior. This reflects the fact that these traits are also
found in non-antisocial individuals and in children with
other diagnosis like Oppositional Defiant Disorder. How-
ever, this can be modified by our thesis that, in order to
limit the harmful labeling effects or creating a pejorative
term in CU traits, the condition of meeting full criteria for
Conduct Disorder is precisely what is needed. Also com-
mented on are the limited immediate practical implications
for clinicians as few studies have so far addressed the
treatment of youths with Conduct Disorder and CU traits.
This could, in our point of view, also be seen as a potential
strength since the first step in developing an effective
intervention is to clearly describe the target group. For
example, most of the evidence-based interventions that are
indicated for Conduct Disorder such as parent management
training, functional family treatment or multiple system
therapy focus on parents or social networks. Since envi-
ronmental factors play a major role in Conduct Disorder
without CU traits these interventions may, therefore, be
effective for this group. However, in Conduct Disorder
with CU traits, environmental factors play a less dominant
role which could explain the fact that these interventions
are found to be less effective. Maybe in youth with Con-
duct Disorder and CU traits, which is associated with a
pronounced genetic influence, focusing on biological sys-
tems in the child itself is a much more promising per-
spective from which to develop new treatment strategies.
On the other hand, it has been found that the heritability
coefficient for aggression among 3-year olds is 69% [17].
Similarly, the heritability coefficient for antisocial behav-
iour that is pervasive across settings among 5-year olds is
82% [18]. Thus, the effect of hereditary factors seems to be
larger in preschoolers than in school children, adolescents
and adults. This is in line with the previous described well-
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validated distinction that remained in DSM-IV-TR
between childhood-onset and adolescent-onset. It might be
that genetic factors play a more important role in the ini-
tiation of the disorders in the early childhood than in the
maintenance of the disorders in the late childhood and
adolescence when the impact of environmental factors
increases. It will be interesting to investigate the relation
between CU traits and age of onset of conduct problems in
order to further unravel genetic influence on expression
and/or duration of symptoms.
Lack of empathy, the role of the amygdala, and other
neurobiological influences could all be important research
subjects for future research if it is possible to differentiate a
more specific subgroup in the classification of Conduct
Disorder. It has been suggested that fearlessness and
reduced amygdala functioning are specifically associated
with the CU traits [9]. It is, however, unclear whether these
and other neurobiological characteristics that have been
found in CD youth with CU traits are specifically associ-
ated with the CU traits or with the combination of CD and
CU traits. For example, reduced electrodermal activity in
anticipation of, and in response to, an aversive stimulus has
been found in psychopathy-prone adolescent boys. How-
ever, differences did not emerge when antisocial non-
psychopathic boys were compared with antisocial psy-
chopathy-prone boys. Thus, it seems likely that it is the
antisocial behaviour component of psychopathy that is
associated with skin conductance hyporesponsivity and not
CU traits in particular [19]. In line with this, various fMRI
studies have found reduced amygdala reactivity in DBD/
CD youth with CU traits in comparison to healthy controls,
but in these studies comparisons were not made between
DBD/CD youth with and without CU traits [13, 14].
Finally, in a prospective study, fear conditioning using
electrodermal responsivity was assessed in children at ages
3, 4, 5, 6 and 8. It was shown that poor electrodermal fear
conditioning from ages 3 to 8 years is associated with
aggression at age 8 [20]. Furthermore, it appeared that poor
fear conditioning at age 3 predisposes to crime at age 23
[21]. Thus, it seemed possible to predict aggression and
crime using fear conditioning data in early childhood
without including CU trait data. However, since CU traits
were not included in this study it is possible that these traits
are related to fear conditioning data and thus indeed play a
role. In summary, further research is needed to demonstrate
the specificity of neurobiological characteristics of CU
traits.
Finally, another added comment on the current specifier
for severity in Conduct Disorder in the DSM-IV-TR is that
severity is based on the extent of conduct problems.
However, the described conduct problems are predomi-
nantly externalizing behavior symptoms in relation to
others (violating basic rights of others, societal norms or
rules) and, therefore, not recognizable as patient charac-
teristics without a societal context. Moreover, as a conse-
quence, when conduct behavior is more covert or applied
in a manipulative way this could undeserved be diagnosed
as a mild type of Conduct Disorder while in fact it concerns
a more psychopathic (severe) type. When international
criteria, like CU traits, are used to describe a more genet-
ically loaded subtype of Conduct Disorder outside the
societal context, this will further facilitate to investigate the
cognitive and biologic mechanisms underlying the symp-
toms of this disorder. There is another advantage of the
proposed specifier of CU traits in Conduct Disorder. In the
current version of the DSM-IV-TR, there is no possibility
to classify the explicit lack of empathy that is sometimes
found in youth with severe delinquent behavior. In forensic
reports, this is sometimes solved by diagnosing a co-mor-
bid Pervasive Developmental Disorder Not Other Specified
(PDD-NOS). This, of course, confuses research findings in
the autistic (forensic) field and could also stigmatize
patients with an autistic disorder. However, the reverse
may also occur, i.e., diagnosing CD with CU traits when
actually PDD-NOS with CD would be more appropriate as
a diagnose.
In summary; there seems to be substantial research lit-
erature supporting the importance of CU traits in identi-
fying an important subgroup of antisocial youth. The
implementation of a CU specifier within DSM-5 could help
to specify diagnosis and further investigate etiology and
treatment possibilities in Conduct Disorder and would also
be more in line with a biological genetic basis of axis I
disorders.
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